We present a case of shoulder instability following a traffic accident. Allman Type I midshaft clavicle, Ideberg Type II glenoid and DeCloux Type I scapular body fractures were diagnosed following radiologic examination. There were no signs of ligamentous injury. Mechanical instability was noted at the shoulder due to breakage of the supportive bony skeleton. The patient was treated surgically with plate and screw fixation. Surgical fixation allowed early postoperative physiotherapy and rehabilitation. This rare injury and its treatment options are discussed in the light of current literature.
INTRODUCTION
A case of ipsilateral mid-clavicular, scapular body and glenoid fracture is discussed. This condition is known as "floating shoulder", because of the inability to control the upper extremity due to mechanical instability resulting from the injury 1, 2, 3 . In such cases, mechanical stability of the suspensory structures (i.e., muscles and ligaments) that cover the shoulder joint are disrupted due to breakage of the supportive bony skeleton. The clavicle displaces laterally and the glenoid fragment posteromedially when the weight of the arm pulls the shoulder.
CASE REPORT
A 30-year-old man presented at the emergency services unit following a public bus accident. After stabilisation of vital signs, the patient was sent to the orthopaedic department because of a swollen right shoulder joint. There was numbness around the ulnar nerve innervation area, typical for high energy trauma to the shoulder girdle, but no other neurovascular problems noted. Allman Type I midshaft clavicle, Ideberg Type II glenoid and DeCloux Type I scapular body fractures were diagnosed following radiologic examination. There were no signs of ligamentous injury.
The patient was hospitalised with a diagnosis of right floating shoulder. We treated this unusual injury by open reduction and internal fixation of the bony skeleton. The patient underwent general anaesthesia and was positioned supine on the operating table with the clavicle fracture exposed. A transverse incision was performed along the clavicle. After reduction, internal fixation of the fractured clavicle was accomplished using an anatomical plate and locking screws. The patient was then moved to a prone position and the scapular body was exposed via a modified Judet posterolateral incision. A custom-made scapula reconstruction plate was used for rigid fixation of the scapular body and lateral column. Lastly, the glenoid fracture was reduced and fixed using a cannulated screw under fluoroscopy guidance.
The patient was discharged after a three-day postoperative observation. After two weeks, pendulum exercises were prescribed. In the sixth week, the arm sling was removed and the patient was allowed to use his arm freely. No postoperative complications were seen. The patient returned to work and daily life activities after two months. At the eighth postoperative week, the patient's score on the Disabilities of the Arm, Shoulder and Hand (DASH) Questionnaire was 15 and the Western Ontario Shoulder Instability Index (WOSI) score was 214 (10.2%2); active flexion was 120° and abduction was 80°.
DISCUSSION
Typically, ipsilateral clavicle and scapular neck fracture combinations are described as floating shoulder [1] [2] [3] [4] [5] . However, recent biomechanical studies show that coracoacromial and acromioclavicular capsular ligament disruption is required for a floating shoulder diagnosis 3 . Ipsilateral fractures of the scapular neck and the clavicular shaft does not warrant a floating shoulder injury unless ligamentous injury is also present. Scapular fractures are indicative of high-energy direct trauma to the shoulder with traffic injuries as the most common cause of such injuries 3 . Direct anteroposterior and scapular Y radiographic views are helpful for diagnosis of floating shoulder. In case of suspicion without radiographic confirmation, computerised tomography (CT) can be helpful. Floating Shoulder 37
